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	G. Global surgery for major surgical procedures. Physicians who perform the entire global package...
	H. Second opinion.
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	2. In the event that the recommendations of the first and second physician differ regarding the m...

	I. In-office surgery. Charges for a surgical suite in an individual professional provider’s offic...
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	A. When professional services or diagnostic tests (e.g., laboratory, radiology, EKG, EEG) that ha...
	B. For all other services, payment shall be made based on allowable charges when the claim has su...
	C. When sufficient coding information is provided, outpatient hospital services including emergen...
	D. Ambulatory Surgical Center services are to be reimbursed in accordance with Chapter 9, Section 1.
	E. Outpatient hospital services including professional services, provided in the state of Marylan...
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	A. Per diem payment for psychiatric partial hospitalization services. Psychiatric partial hospita...
	1. Board. Includes use of the partial hospital facilities such as food service, supervised therap...
	2. Patient assessment. Includes the assessment of each individual accepted by the facility, and m...
	3. Psychological testing and assessment.
	4. Treatment services. All services including routine nursing services, group therapy, supplies, ...
	5. Ancillary therapies. Includes art, music, dance, occupational, and other such therapies.
	6. Overhead and any other services for which the customary practice among similar providers is in...

	B. Services which may be billed separately. The following services are not considered as included...
	1. Psychotherapy sessions. Professional services provided by an authorized individual professiona...
	2. Primary/Attending Provider. When a patient is approved for admission to a partial hospitalizat...
	3. Non-mental health related medical services. Those services not normally included in the evalua...

	C. Per diem rate.
	D. Other requirements.
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	Days of 3 hours or less: no payment authorized.
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	Chapter 9
	Section 1
	Ambulatory Surgical Center Reimbursement Prior to November 1, 2006, And Thereafter, Freestanding ...
	Issue Date: August 26, 1985
	I. APPLICABILITY
	II. ISSUE
	III. BACKGROUND
	A. Reimbursement System.
	1. General. Ambulatory surgery procedures performed in ASCs will be reimbursed using prospectivel...
	2. Applicability. This payment system applies to all ambulatory surgery procedures identified in ...
	3. State Waiver. Ambulatory surgery services provided by freestanding ASCs in Maryland are not ex...
	4. Ambulatory Surgery Payment Rates.
	a. TMA, or its data contractor, will calculate the payment rates and will provide them (on magnet...
	b. In addition to the payment rates, the contractors will be provided a zip code to MSA crosswalk...
	c. In order to calculate payment rates, only those procedures with at least twenty-five claims na...
	d. The rates were initially calculated using the following steps.
	(1) For each ambulatory surgery procedure, a median standardized cost was calculated on the basis...
	(a) Standardizing for local labor costs by reference to the same wage index and labor/non-labor-r...
	(b) Applying the cost-to-charge ratio using the Medicare cost-to- charge ratio for freestanding a...
	(c) Calculating a median cost for each procedure; and
	(d) Updating to the year for which the payment rates were in effect by the Consumer Price Index--...

	(2) Procedures were placed into one of ten groups by their median per procedure cost, starting wi...
	(3) The standard payment amount per group will be the volume weighted median per procedure cost f...
	(4) Procedures for which there was no or insufficient (less than 25 claims) data were assigned to...
	(a) Calculating a volume-weighted ratio of TRICARE payment rates to Medicare payment rates for th...
	(b) Applying the ratio to the Medicare payment rate for each procedure; and
	(c) Assigning the procedure to the appropriate payment group.


	e. The amount paid for any ambulatory surgery service under these procedures cannot exceed the am...
	f. As of November 1, 1998, an eleventh payment group is added to this payment system. This group ...

	5. Payments.
	a. General. The payment for a procedure will be the standard payment amount for the group which c...
	b. Procedures Which are Not in Chapter 9, Addendums A and B and Are Provided by an ASC. Only thos...
	c. Procedures Which Are Not in Chapter 9, Addendums A and B and Are Provided by a Hospital. If an...
	d. Multiple Procedures. The following rules are to be followed whenever more than one procedure i...
	(1) If all the procedures on the claim are included in Chapter 9, Addendums A and B, the claim is...
	(2) If the claim includes procedures included in Chapter 9, Addendums A and B as well as procedur...
	(3) Unbundling of Procedures. Contractors should ensure that reimbursement for claims involving m...
	(4) Incidental Procedures. The rules for reimbursing incidental procedures as contained in Chapte...


	6. Updating Payment Rates.
	a. The rates will be updated annually by TMA by the same update factor as is used in the Medicare...
	b. The rates were updated by 3.2 percent effective November 1, 1995. This update included the wag...
	c. The rates were updated by 2.6 percent effective November 1, 1996. This update included the wag...
	d. The rates were updated by 0.6 percent effective November 1, 1997. This update included the wag...
	e. There was no update to the rates effective November 1, 1998. However, the wage indexes were up...
	f. The rates were updated by 0.8 percent effective November 1, 1999. This update included the wag...
	g. The rates were updated by 1.0 percent effective November 1, 2000. This update included the wag...
	h. The rates were updated by 0.9 percent effective November 1, 2001. This update included the wag...
	i. The rates were updated by 3.0 percent effective November 1, 2002. This update included the wag...
	j. The group payment rates that are effective November 1, 2003, have been recalculated using the ...
	k. The rates were reduced by 2.0 percent effective April 1, 2004.


	B. Reimbursement for procedures not in Chapter 9, Addendums A and B. Prior to January 28, 2000, t...
	C. Claims for Ambulatory Surgery.
	1. Claim Forms. Claims submitted by the facility for the facility charges may be submitted on eit...
	2. Claim Data.
	a. Billing Data. The claim must identify all procedures which were performed (by CPT-4 or HCPCS c...
	b. TED Data. All ambulatory surgery services are to be reported on the TED using the appropriate ...


	D. Wage Index Changes. If, during the year, Medicare revises any of the wage indexes used for amb...
	E. Subsequent Hospital Admissions. If a beneficiary is admitted to a hospital subject to the DRG-...
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	Birthing Center Reimbursement Prior To November 1, 2006, And Thereafter, Freestanding Birthing Ce...
	Issue Date: February 14, 1984
	I. APPLICABILITY
	II. DESCRIPTION
	III. POLICY

	A. A freestanding or institution affiliated birthing center may be considered for status as an au...
	B. Prior to November 1, 2006, reimbursement for all-inclusive maternity care and childbirth servi...
	C. The all-inclusive rate shall include the following to the extent that they are usually associa...
	D. Claims for professional services and tests where the beneficiary has been screened but rejecte...
	E. Extraordinary maternity care services (services in excess of the quantity or type usually asso...
	F. Calculation of the TRICARE maximum allowable birthing center all-inclusive rate.
	1. The TRICARE maximum allowable all-inclusive rate is equal to the sum of the Class 3 CHAMPUS Ma...
	2. The maximum allowable all-inclusive rate shall be updated with each CMAC professional charge d...

	G. Claims processing.
	1. The cost-share amount for birthing center claims is calculated using the ambulatory surgery co...
	2. Claims from birthing centers will be processed as professional claims using the following CPT1...
	3. Both the technical and professional components of usual tests are included in the all-inclusiv...

	H. Excluded services when billed separately.
	- END -
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	Chapter 13
	Section 1

	General
	Issue Date: July 27, 2005
	I. APPLICABILITY
	II. ISSUE
	III. POLICY
	A. Statutory Background.
	1. Made adjustments for covered services whose costs exceeded a given threshold (i.e., an outlier...
	2. Established transitional pass-through payments for certain medical devices, drugs, and biologi...
	3. Placed limitations on judicial review for determining outlier payments and the determination o...
	4. Included as covered outpatient services implantable prosthetics and DME and diagnostic x-ray, ...
	5. Limited the variation of costs of services within each payment classification group by providi...
	6. Required at least annual review of the groups, relative payment weights, and the wage and othe...
	7. Established transitional corridors that would limit payment reductions under the hospital outp...
	8. Established hold harmless provisions for rural and cancer hospitals.

	B. Unbundling Provisions.
	1. Payment for clinical diagnostic lab may be made only to the person or entity that performed or...
	2. Skilled nursing facility (SNF) consolidated billing requirements do not apply to the following...
	a. Cardiac catheterization;
	b. Computerized axial tomography (CAT) scans;
	c. MRIs;
	d. Ambulatory surgery involving the use of an operating room;
	e. Emergency room services;
	f. Radiation therapy;
	g. Angiography; and
	h. Lymphatic and venous procedures.


	C. Applicability and Scope of Coverage.
	1. Provider Categories.
	a. Providers Included In Outpatient PPS:
	(1) All hospitals participating in the Medicare program, except for those excluded under paragrap...
	(2) Hospital-based partial hospitalization programs that are subject to the more restrictive TRIC...
	(a) Be certified pursuant to TRICARE certification standards.
	(b) Be licensed and fully operational for a period of six months (with a minimum patient census o...
	(c) Currently accredited by the Joint Commission on Accreditation of Healthcare Organizations und...
	(d) Has a written participation agreement with TRICARE.

	(3) Hospitals or distinct parts of hospitals that are excluded from the inpatient DRG to the exte...

	b. Providers Excluded From Outpatient PPS:
	(1) Outpatient services provided by hospitals of the Indian Health Service (IHS) will continue to...
	(2) Certain hospitals in Maryland that qualify for payment under the state’s cost containment wai...
	(3) Critical access hospitals.
	(4) Hospitals located outside one of the 50 states, the District of Columbia, and Puerto Rico.
	(5) Specialty care providers to include:
	(a) Cancer and children’s hospitals
	(b) Freestanding Ambulatory Surgery Centers (ASCs)
	(c) Freestanding Partial Hospitalization Programs (PHPs)
	(d) End Stage Renal Dialysis (ESRD) facilities
	(e) Comprehensive Outpatient Rehabilitation Facilities (CORFs)
	(f) Home Health Agencies (HHAs)
	(g) Hospice programs
	(h) Community Mental Health Centers (CMHCs)
	(i) Other corporate services providers (e.g., Freestanding Cardiac Catheterization and Sleep Diso...
	(j) Freestanding Birthing Centers.



	2. Scope of Services
	a. Services excluded under the hospital OPPS and paid under the CHAMPUS Maximum Allowable Charge ...
	(1) Physician services.
	(2) Nurse practitioner and clinical nurse specialist services.
	(3) Physician assistant service.
	(4) Certified nurse-midwife services.
	(5) Services of qualified psychologist.
	(6) Clinical social worker services.
	(7) Services of an anesthetist.
	(8) Screening and diagnostic mammographies.
	(9) Influenza and pneumococcal pneumonia vaccines.
	(10) Services for patients with ESRD along with related drugs and supplies, will be paid under th...
	(a) Hospital ESRD facilities must submit ESRD dialysis, and those items and services directly rel...
	(b) Items and services not related to the dialysis are required to be billed by the hospital usin...

	(11) Clinical diagnostic services paid under CMAC.
	(12) Take home surgical dressings.
	(13) Non-implantable DME, orthotics, prosthetics, and prosthetic devices and supplies (DMEPOS) pa...
	(a) An item such as crutches or a walker that is given to the patient to take home, but that may ...
	(b) Payment may not be made for items furnished by a supplier of medical equipment and supplies u...

	(14) Hospital outpatient services furnished to SNF inpatients as part of his or her resident asse...
	(15) Services and procedures designated as requiring inpatient care.
	(16) Services excluded by statute (excluded from the definition of “covered Outpatient Department...
	(a) Ambulance services
	(b) Physical therapy
	(c) Occupational therapy
	(d) Speech-language pathology

	(17) Ambulatory surgery procedures performed in Freestanding ASCs will continue to be reimbursed ...

	b. Costs excluded under the hospital outpatient PPS:
	(1) Direct cost of medical education activities.
	(2) Costs of approved nursing and allied health education programs.
	(3) Costs associated with interns and residents not in approved teaching programs.
	(4) Costs of teaching physicians.
	(5) Costs of anesthesia services furnished to hospital outpatients by qualified nonphysician anes...
	(6) Bad debts for uncollectible and coinsurance amounts.
	(7) Organ acquisition costs.
	(8) Corneal tissue acquisition costs incurred by hospitals that are paid on a reasonable cost basis.

	c. Services included in payment under the OPPS (not an all-inclusive list).
	(1) Hospital-based full- and half-day partial hospitalization programs which are paid a per diem ...
	(2) All hospital outpatient services, except those that are identified as excluded. They include ...
	(a) Surgical procedures
	(b) Radiology, including radiation therapy
	(c) Clinic visits
	(d) Emergency department visits
	(e) Diagnostic services and other diagnostic tests
	(f) Surgical pathology
	(g) Cancer chemotherapy
	(h) Implantable medical items
	1 Prosthetic implants (other than dental) that replace all or part of an internal body organ (inc...
	2 Implantable DME (e.g., pacemakers, defibrillators, drug pumps, and neurostimulators)
	3 Implantable items used in performing diagnostic x-rays, diagnostic laboratory tests, and other ...

	(i) Specific hospital outpatient services furnished to a beneficiary who is admitted to a Medicar...
	1 Cardiac catheterization
	2 Computerized axial tomography (CAT) scans
	3 MRIs
	4 Ambulatory surgery involving the use of an operating room
	5 Emergency room services
	6 Radiation therapy
	7 Angiography
	8 Lymphatic and venous procedures

	(j) Certain preventive services furnished to healthy persons, such as colorectal cancer screening.
	(k) Acute dialysis (e.g., dialysis for poisoning).




	D. Description of Ambulatory Classification (APC) Groups.
	1. Grouping of Procedures/Services Under APC System.
	a. Fundamental criteria for grouping procedures/services under the APC system:
	(1) Resource Homogeneity - The amount and type of facility resources (e.g., operating room time, ...
	(2) Clinical Homogeneity - The definition of each APC group should be “clinically meaningful”; th...
	(3) Provider Concentration - The degree of provider concentration associated with the individual ...
	(4) Frequency of Service - Unless there is a high degree of provider concentration, creating sepa...



	E. Basic Reimbursement Methodology.
	1. Under the OPPS, hospital outpatient services are paid on a rate-per-service basis that varies ...
	2. The APC classification system is composed of groups of services that are comparable clinically...
	a. New temporary technology APCs for certain approved services that are structured based on cost ...
	b. Separate APCs for certain medical devices, drugs, biologicals, radiopharmaceuticals and device...

	3. Each APC weight represents the median hospital cost of the services included in the APC relati...
	4. The items and services within an APC group cannot be considered comparable with respect to the...
	5. The prospective payment rate for each APC is calculated by multiplying the APC’s relative weig...
	6. A wage adjustment factor will be used to adjust the portion of the payment rate that is attrib...
	7. Applicable deductible and/or cost-sharing/copayment amounts will be subtracted from the adjust...

	F. Outpatient Code Editor (OCE).
	G. PRICER Program.
	H. Geographical Wage Adjustments.
	I. Provider-Based Status for Payment Under OPPS.
	J. Implementing Instructions.
	- END -




	c13s2.pdf
	Chapter 13
	Section 2

	Billing And Coding Of Services Under APC Groups
	Issue Date: July 27, 2005
	I. APPLICABILITY
	II. ISSUE
	III. POLICY
	A. Packaging of Services Under APC Groups.
	1. The prospective payment system establishes a national payment rate, standardized for geographi...
	a. Use of an operating suite.
	b. Procedure room or treatment room.
	c. Use of the recovery room or area.
	d. Use of an observation bed.
	e. Anesthesia, certain drugs, biologicals, and other pharmaceuticals; medical and surgical suppli...
	f. Supplies and equipment for administering and monitoring anesthesia or sedation.
	g. Intraocular lenses (IOLs).
	h. Capital-related costs.
	i. Costs incurred to procure donor tissue other than corneal tissue.
	j. Incidental services such as venipuncture.
	k. Implantable items used in connection with diagnostic X-ray testing, diagnostic laboratory test...
	l. Implantable prosthetic devices (other than dental) which replace all or part of an internal bo...

	2. Costs associated with certain expensive procedures and services are not packaged within an APC...
	a. Costs of drugs, biologicals and devices packaged into APCs to which they are normally associated.
	(1) For the drugs paid under the OPPS, hospitals can bill both for the drug and for the administr...
	(2) The overhead cost is captured in the administration codes, along with the costs of all drugs ...
	(3) Each time a drug is billed with an administration code, the total payment thus includes the a...

	b. Separate payment of drugs, biologicals and devices outside the APC amounts of the services to ...
	(1) Special transitional pass-through payments (additional payments) made for at least 2 years, b...
	(a) Current orphan drugs, as designated under section 526 of the Federal Food, Drugs, and Cosmeti...
	(b) Current drugs and biological agents used for treatment of cancer;
	(c) Current radiopharmaceutical drugs and biological products; and
	(d) New drugs and biologic agents in instances where the item was not being paid as a hospital ou...

	(2) Separate APC payment for drugs and radiopharmaceuticals for which the median cost per line ex...
	(3) Separately payable radiopharmaceuticals, drugs and biologicals classified as “specified cover...
	(4) Separate payment for new drugs and biologicals that have assigned HCPCS codes, but that do no...
	(5) Drugs and biologicals that have not been eligible for pass-through status but have been recei...
	(6) Separate payment for new drugs, biologicals and radiopharmaceuticals enabling hospitals to be...
	(7) Special APC groups that have been created to accommodate payment for new technologies. The dr...
	(8) New drugs, biologicals and devices which qualify for separate payment under OPPS, but have no...

	c. Corneal tissue acquisition costs.
	(1) Corneal tissue acquisition costs not packaged into the payment rate for corneal transplant su...
	(2) Separate payment will be made based on the hospital’s reasonable costs incurred to acquire co...
	(3) Corneal acquisition costs must be submitted using HCPCS code V2785 (Processing, Preserving an...

	d. Costs for other procedures or services not packaged in the APC payment.
	(1) Blood and blood products, including anti-hemophilic agents.
	(2) Casting, splinting and strapping services.
	(3) Immunosuppressive drugs for patients following organ transplant.
	(4) Certain other high cost drugs that are infrequently administered.

	e. Reporting Requirements for Device Dependent Procedures.
	(1) Hospitals are required to report device category codes on claims when such devices are used i...
	(2) The OCE will include edits to ensure that certain procedure codes are accompanied by an assoc...
	(a) These edits will be applied at the HCPCS I and II code levels rather than at the APC level.
	(b) They will not apply when a procedure code is reported with a modifier -73 or -74 to designate...




	B. Treatment of Clinic and Emergency Departments.
	1. Payment groups for medical visits were constructed using level I and II HCPCS procedure codes.
	2. Thirty-one (31) HCPCS Level I and II codes were collapsed into six groups, three each for the ...
	a. APC 0600 - Low-Level Clinic Visits
	b. APC 0601 - Mid-Level Clinic Visits
	c. APC 0602 - High-Level Clinic Visits
	d. APC 0603 - Interdisciplinary Team Conference
	e. APC 0610 - Low-Level Emergency Visits
	f. APC 0611 - Mid-Level Emergency Visits
	g. APC 0612 - High-Level Emergency Visits
	h. APC 0620 - Critical Care
	(1) HCPCS code 99291 is required to report outpatient encounters in which critical care services ...
	(2) HCPCS code 99291 is used in place of, but not in addition to, a code for medical visit for an...


	3. It is important that each facility accurately assess the intensity, resource use, and charges ...
	a. Current coding used in reporting evaluation and management (E/M) services:
	(1) Under OPPS, 31 codes are used to indicate visits with payment differentials for more or less ...
	(2) The following E/M coding should be used in differentiating the level and intensity of service...
	(3) Because HCPCS Level I coding is more descriptive of practitioner than of facility services, h...



	C. Additional payments under the OPPS.
	1. Clinical diagnostic testing (labwork).
	2. Administration of infused drugs.
	3. Therapeutic procedures including resuscitation that are furnished during the course of an emer...
	4. Certain high-cost drugs, such as the expensive “clotbuster” drugs that must be given within a ...
	5. Cases that fall far outside the normal range of costs. These cases will be eligible for an out...

	D. Payment for patients who die in the emergency department.
	1. If the patient dies in the emergency department, and the patient’s status is outpatient, the h...
	2. If the emergency department or other physician orders the patient to the operating room for a ...
	a. If the patient had been admitted as an inpatient, pay under the hospital DRG- based payment sy...
	b. If the patient was not admitted as an inpatient, pay under the outpatient PPS (an APC-based pa...
	c. If the patient was not admitted as an inpatient and the procedure designated as an inpatient-o...

	3. Billing and Payment Rules for Using New Modifier -CA - Procedure payable only in the inpatient...
	a. All the following conditions must be met in order to receive payment for services billed with ...
	(1) The status of the patient is outpatient;
	(2) The patient has an emergent, life-threatening condition;
	(3) A procedure on the inpatient list (designated by payment status indicator “C”) is performed o...
	(4) The patient dies without being admitted as an inpatient.

	b. If all of the conditions for payment are met, the claim should be submitted using a 13X bill t...
	c. Payment for all services on a claim that have the same date of service as the HCPCS billed wit...
	d. Deny claims submitted with modifier -CA appended to a HCPCS code that has a status indicator “...


	E. Medical Screening Examinations.
	1. Appropriate emergency department codes will be used for medical screening examinations includi...
	2. If no treatment is furnished, medical screening examinations would be billed with a low-level ...

	F. HCPCS/Revenue Coding Required Under OPPS. Hospital outpatient departments should use the UB-92...
	G. Treatment of Partial Hospitalization Services.
	1. Partial hospitalization is an intensive outpatient program of psychiatric services provided to...
	2. Services of physicians, clinical psychologists, clinical nurse specialists (CNSs), nurse pract...
	3. Payment for partial hospitalization services represents the provider’s overhead costs, support...
	a. Hospitals will not bill the contractor for the professional services furnished by CSWs.
	b. Rather, the hospital’s costs associated with the services of CSWs will continue to be billed t...

	4. Per diem is the unit of payment since it defines the structure and scheduling of partial hospi...
	a. Hospitals are required to use HCPCS codes and report line item dates for their partial hospita...
	b. Newly established HCPCS codes for occupational therapy and training and education services hav...
	c. The following is a complete listing of the revenue codes and HCPCS codes that may be billed as...
	Figure 13-2-1 Revenue and HCPCS Level I and II Codes Used in Billing For Partial Hospitalization ...

	d. To bill for partial hospitalization services under the hospital outpatient PPS, hospitals are ...
	e. The claim must include a mental health diagnosis and an authorization on file for each day of ...
	(1) Each day of service will be assigned to a partial hospitalization APC, and the partial hospit...
	(2) Specific therapy codes (e.g., coding for family, group and individual psychotherapy) will be ...
	(3) Only one PHP APC will be paid per day.
	(a) If multiples of the same H-code (either H0035 or H0037 but not both) appear on the claim for ...
	(b) If both H-codes (H0035 and H0037) appear on the claim for the same date of service, payment w...

	(4) Non-mental health services submitted on the same day will be processed and paid separately.
	(5) Revenue codes 912 and 913 must be accompanied by an appropriately designated HCPCS code (refe...
	(6) Claims that include days that do not meet the above requirements for assignment to a partial ...
	(7) The total amount payable for psychiatric services furnished in a hospital outpatient departme...
	(8) Half-day PHP per diem will be priced at 75 percent of the full-day PHP rate.


	5. Freestanding psychiatric partial hospitalization services will continue to be reimbursed under...

	H. Billing and Payment Requirements for Observation Services.
	1. General Billing Requirements.
	a. As packaged services, or
	b. As a separately payable APC when certain conditions are met for patients having diagnoses of c...

	2. Observation Stays with Diagnoses of Chest Pain, Asthma or Congestive Heart Failure.
	a. Hospital billing requirements to receive separate payment for observation services furnished w...
	(1) To bill for separate payment, hospitals should report HCPCS code G0244, Observation care prov...
	(2) Admission requirements to bill for separate observation payments - Hospitals must bill: 1) an...
	(a) To receive separate payment for G0244, hospitals must bill an Evaluation/Management (E/M) cod...
	1 If hospitals bill for more than one period of observation on a single claim, each observation p...
	2 Hospitals must bill the E/M code associated with observation on the same claim as the observati...
	3 Hospitals must use modifier -25 with the E/M code in order to receive payment for G0244.


	(3) When billing for separate payment for observation services using HCPCS code G0244, hospitals ...
	Figure 13-2-2 Required Diagnoses For Chest Pain�
	Figure 13-2-3 Required Diagnoses For Asthma�
	Figure 13-2-4 Required Diagnoses For Congestive Heart Failure�

	(4) Additional billing requirements.
	(a) In order to receive payment for G0244, hospitals must bill observation services for a minimum...
	1 Hospitals should not use G0244 to bill for observation services of less than 8 hours. Observati...
	2 If a period of observation spans more than one calendar day, hospitals should include all of th...
	3 Observation time begins at the clock time appearing on the nurse’s observation admission note, ...
	4 Observation time ends at the clock time documented in the physician’s discharge orders, or, in ...

	(b) The medical record must document that the beneficiary was under the care of a physician durin...
	(c) Requirements Affecting Separate Payment for Observation Services Furnished to Patients with D...
	1 Allow separate payment for observation services that meet the required conditions only when bil...
	2 Pay separately for any service that is separately payable under the OPPS; that is, procedures w...
	3 Payment for G0244 is not allowed if a surgical procedure, or any service that has a status indi...
	4 If there are multiple observation stays on the same day without condition code G0 to indicate t...
	5 Do not allow separate payment for any hours a beneficiary spends in observation over 24 hours; ...
	6 If all criteria for G0244 are not met, the claim will be denied and returned to the provider. T...

	(d) The previous requirement for specific diagnostic testing for coverage/reimbursement of observ...


	b. Direct Admissions to Observation.
	(1) Hospitals may bill for patients who are “direct admissions” to observation. A “direct admissi...
	(a) G0263 - Direct admission of patient with diagnosis of congestive heart failure, chest pain or...
	(b) G0264 - Initial nursing assessment of patient directly admitted to observation with diagnosis...

	(2) The determination of whether use of G0263 is appropriate will be made after reviewing all dia...
	(3) Code G0263 must be billed with G0244. Although code G0263 is treated as a packaged service an...
	(4) Code G0264 should not be billed with G0244. G0264 is paid the same amount as a low-level clin...
	(5) Hospitals should bill G0263 and G0264 with revenue code 762.


	3. Observation Stays with Maternity Diagnosis.
	a. To bill for maternity observation stays, hospitals are to use Level I HCPCS codes available fo...
	b. The new maternity observation APC will be assigned to the Level I HCPCS1 observation code (992...
	Figure 13-2-5 Required Diagnoses For Maternity�

	c. If an observation stay is less than 4 hours its services will not be paid separately.
	d. If there are multiple observation stays on the same day without condition code G0 to indicate ...
	e. Medical review is no longer required for observation stays longer than 24 hours.

	4. All other observation stays will be packaged under the primary procedure.

	I. Inpatient Only Procedures.
	1. Under the hospital outpatient PPS, payment will not be made for procedures that are designated...
	2. The list will be updated in response to comments as often as quarterly to reflect current adva...
	3. On rare occasions, a procedure on the inpatient list must be performed to resuscitate or stabi...
	a. Hospitals are instructed to submit an outpatient claim for all services furnished, including t...
	b. Such patients would typically receive services such as those provided during a high-level emer...
	c. Because these combined services constitute an episode of care, claims will be paid with a proc...
	d. The -CA modifier is not to be used to bill for a procedure with status indicator “C” that is p...
	- END -
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	A. Basic Methodology for Determining Prospective Payment Rates for Outpatient Services.
	1. Setting of Payment Rates.
	2. Recalibration of Group Weights and Conversion Factor.
	a. Relative Weights for Services Furnished on a Calendar Year (CY) basis.
	(1) The most recent Medicare claims and facility cost report data are used in recalibrating the r...
	(2) Weights are derived based on median hospital costs for services in the hospital outpatient AP...
	(a) The cost-to-charge ratio is identified for each hospital’s cost center (“cost center specific...
	(b) The hospitals CCRs are then crosswalked to revenue centers. The CCRs included operating and c...
	(c) A cost is calculated for every billed line item charged on each claim by multiplying each rev...
	(d) Revenue center changes that contain items integral to performing the procedure or visit are u...
	Figure 13-3-1 List Of Revenue Centers Packaged Into Major HCPCS Codes When Appearing In The Same ...
	1 Some instructions have been issued that require that specific revenue codes be billed with cert...
	2 Where specific instructions have not been issued, contractors should advise hospitals to report...





	Example: Operating room, treatment room, recovery, observation, medical and surgical supplies, ph...
	(e) Costs are standardized for geographic wage variation by dividing the labor-related portion of...
	(f) Standardized labor related cost and the nonlabor-related cost component for each billed item ...
	(g) Each procedure or visit cost is mapped to its assigned APC.
	(h) The median cost is calculated for each APC.
	(i) Relative payment weights are calculated for each APC, by dividing the median cost of each APC...
	b. Conversion Factor Update for CY 2005.
	(1) The conversion factor is updated annually by the hospital inpatient market basket percentage ...
	(2) The conversion factor is also subject to adjustments for wage index budget neutrality and dif...

	3. Payment Status Indicators.
	a. “A” to indicate services that are paid under some payment method other than OPPS, such as the ...
	b. “B” to indicate the services that are not payable under the OPPS when submitted on an outpatie...
	c. “C” to indicate inpatient services that are not paid under the outpatient PPS.
	d. “E” to indicate items or services that are not covered by TRICARE or codes that are not recogn...
	e. “F” to indicate acquisition of corneal tissue, which is paid on an allowable charge basis (i.e...
	f. “G” to indicate a current drug, biological or radiopharmaceutical agent for which payment is m...
	g. “H” to indicate devices that are paid under the OPPS transitional pass- through rules and brac...
	h. “K” to indicate drugs, biologicals (including blood and blood products) and certain radiopharm...
	i. “N” to indicate services that are incidental, with payment packaged into another service or AP...
	j. “P” to indicate services that are paid only in partial hospitalization programs.
	k. “S” to indicate significant procedures for which payment is allowed under the hospital outpati...
	l. “T” to indicate surgical services for which payment is allowed under the hospital outpatient P...
	m. “V” to indicate medical visits (including clinic or emergency department visits) for which pay...
	n. “X” to indicate an ancillary service for which payment is allowed under the hospital outpatien...

	4. Calculating TRICARE Payment Amount
	a. The national APC payment rate that is calculated for each APC group is the basis for determini...
	b. The TRICARE payment amount takes into account the wage index adjustment and beneficiary deduct...
	c. The TRICARE payment amount calculated for an APC group applies to all the services that are cl...
	d. The TRICARE payment amount for a specific service classified within an APC group under the out...
	(1) Apply the appropriate wage index adjustment to the national payment rate that is set annually...
	(2) Subtract from the adjusted APC payment rate the amount of any applicable deductible and/or co...
	Figure 13-3-2 Hospital Outpatient Deductibles�
	Figure 13-3-3 Hospital Outpatient Copayments/Cost-Sharing�


	e. Examples of TRICARE payments under OPPS based on eligibility status of beneficiary at the time...
	(1) Example #1. Assume that the wage adjusted rate for an APC is $400; the beneficiary receiving ...
	(a) Adjusted APC payment rate: $400.
	(b) Subtract any applicable deductible:
	(c) Subtract the Prime active duty family member copayment from the adjusted APC payment rate les...
	(d) TRICARE would pay 100 percent of the adjusted APC payment rate for active duty family members...

	(2) Example #2. Assume that the wage adjusted rate for an APC is $400 and the beneficiary receivi...
	(a) Adjusted APC payment rate: $400.
	(b) Subtract any applicable deductible:
	(c) Subtract the Prime retiree family member copayment from the adjusted APC payment rate less de...
	(d) In this case, the beneficiary pays zero ($0) deductible and a $12 copayment, and the program ...

	(3) Example #3. This example illustrates a case in which both an outpatient deductible and cost-s...
	(a) Adjusted APC payment rate: $400.
	(b) Subtract any applicable deductible:
	(c) Subtract the standard active duty family member cost-share (i.e., 20 percent of the allowable...
	(d) In this case, the beneficiary pays a deductible of $50 and a $70 cost- share, and the program...



	5. Adjustments to APC Payment Amounts.
	a. Adjustment for Area Wage Differences.
	(1) A wage adjustment factor will be used to adjust the portion of the payment rate that is attri...
	(2) Wage index changes will be implemented on a fiscal year (FY) basis (refer to the Provider Fil...
	(3) Sixty percent (60%) of the hospital’s outpatient department costs are recognized as labor-rel...
	(4) Steps in Applying Wage Adjusts under OPPS.
	(a) Calculate 60 percent (the labor-related portion) of the national unadjusted payment rate that...
	(b) Determine the wage index in which the hospital is located and identify the wage index level t...
	(c) Multiply the applicable wage index determined under (b) and (c) by the amount under (a) that ...
	(d) Calculate 40 percent (the nonlabor-related portion) of the national unadjusted payment rate a...
	(e) Applicable deductible and copayment/cost-sharing amounts would then be subtracted from the wa...




	Example: A surgical procedure with an APC payment rate of $300 is performed in the outpatient dep...
	1 Wage-Adjusted Payment Rate (rounded to nearest cent):
	2 Cost-share for standard retiree family member (rounded to nearest cent):
	3 Subtract the standard retiree family member cost-share from the wage-adjusted rate to get the f...
	b. Discounting of Surgical Procedures.
	(1) Outpatient PPS payment amounts are discounted when more than one procedure is performed durin...
	(a) Line items with a status indicator of “T” are subject to multiple procedure discounting unles...
	(b) When more than one procedure with payment status indicator “T” is performed during a single o...
	(c) Fifty percent (50%) of the usual PPS payment amount and beneficiary copayment/cost-share amou...
	1 The reduced payment would apply only to the surgical procedure with the lower payment rate.
	2 The reduced payment for multiple procedures would apply to both the beneficiary copayment/cost-...


	(2) Hospitals are required to use modifiers on bills to indicate procedures that are terminated b...
	(a) Fifty percent (50%) of the usual OPPS payment amount and beneficiary copayment/cost-share wil...
	1 Modifier -73 (Discontinued Outpatient Procedure Prior to Anesthesia Administration) would ident...
	2 Modifier -52 (Reduced Services) would be used to indicate a procedure that did not require anes...

	(b) Full payment will be received for a procedure that was started but discontinued after the ind...
	1 Modifier -74 (Discontinued Procedure) would be used to indicate that a surgical procedure was s...
	2 This payment would recognize the costs incurred by the hospital to prepare the patient for surg...



	c. Discounting for Bilateral Procedures.
	(1) Following are the different categories/classifications of bilateral procedure:
	(a) Conditional bilateral (i.e., procedure is considered bilateral if the modifier 50 is present).
	(b) Inherent bilateral (i.e., procedure in and of itself is bilateral).
	(c) Independent bilateral (i.e., procedure is considered bilateral if the modifier 50 is present,...

	(2) Terminated bilateral procedures or terminated procedures with units greater than one for type...
	(3) There is no terminated procedure or multiple bilateral discounting performed for non-type “T”...
	(4) The discounting factor for bilateral procedures is the same as the discounting factor for mul...
	(5) Inherent bilateral procedures will be treated as a non-bilateral procedure since the bilatera...
	(6) Following are the different discount formulas that can be applied to a line item:
	Figure 13-3-4 Discounting Formulas For Bilateral Procedures�
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	(7) The following figure summarizes the application of above discounting formulas:
	Figure 13-3-5 Application of Discounting Formulas�
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	d. Outlier Payments.
	(1) Outlier payments will be calculated on a service-by-service basis. Calculating outliers on a ...
	(2) Outlier payments are intended to ensure beneficiary access to services by having the TRICARE ...
	(3) Outlier thresholds are established on a calendar year basis which requires that a hospital’s ...

	Example: Following are the steps involved in determining if services on a claim qualify for outli...
	Step 1: Identify all APCs on the claim.
	Step 2: Determine the ratio of each APC payment to the total payment of the claim.



	V
	0612
	47%
	S
	0283
	49%
	S
	0099
	4%
	Step 3: Identify billed charges of packaged items that need to be allocated to an APC.

	250
	270
	350
	450
	730
	Step 4: Allocate the billed charges of the packaged items identified in Step #3 to their respecti...

	47%
	49%
	4%
	Step 5: Calculate the total charges for each OPPS service (APC) and reduce them to costs by apply...
	Step 6: Apply the cost test to each APC service or procedure to determine if it qualifies for an ...
	B. Transitional Pass-Through for Innovative Medical Devices, Drugs, and Biologicals.
	1. Items Subject to Transitional Pass-Through Payments.
	a. Current Orphan Drugs.
	b. Current Cancer Therapy Drugs, Biologicals and Brachytherapy.
	c. Current Radiopharmaceutical Drugs and Biological Products.
	d. New Medical Devices, Drugs, and Biologicals.

	2. Items eligible for transitional pass-through payments are generally coded under a Level II HCP...
	a. Pass-through device categories are identified by status indicator “H”.
	b. Pass-through drugs and biological agents are identified by status indicator “G”.

	3. Payment of Pass-Through Drugs and Biologicals.
	a. Pass-through drugs and biologicals, will be paid a rate equivalent to what would be received i...
	(1) Calculation of ASP.
	(a) The ASP for both multiple and sole source drug products included within the same billing paym...
	1 Computing the sum of the products (for each National Code assigned to those drug products) of t...
	2 Dividing the sum by the sum of the total number of units sold for all NDCs assigned to those dr...

	(b) The ASP is determined without regard to any special packaging, labeling, or identifiers on th...

	(2) Payment Allowances for Single and Multiple Source Drugs.
	(a) Single Source Drugs.
	(b) Multiple Source Drugs.


	b. Beneficiary copayments/cost-sharing will be based on the entire ASP of the transition pass-thr...

	4. Transitional Pass-Through Device Categories.
	a. Excluded Medical Devices.
	b. Included Medical Devices.
	(1) The following implantable items may be considered for the transitional pass-through payments:
	(a) Prosthetic implants (other than dental) that replace all or part of an internal body organ.
	(b) Implantable items used in performing diagnostic x-rays, diagnostic laboratory tests, and othe...


	c. Pass-Through Payment Criteria for Devices.
	(1) They were not recognized for payment as a hospital outpatient service prior to 1997 (i.e., pa...
	(a) The device is described by one of the initial categories established and in effect, or
	(b) The device is described by one of the additional categories established and in effect, and
	1 An application under the Federal Food, Drug, and Cosmetic Act has been approved; or
	2 The device has been cleared for market under section 510(k) of the Federal Food, Drug, and Cosm...
	3 The device is exempt from the requirements of section 510(k) of the Federal Food, Drug, and Cos...


	(2) They have been approved/cleared for use by the FDA.
	(3) They are determined to be reasonable and necessary for the diagnosis or treatment of an illne...
	(4) They are an integral and subordinate part of the procedure performed, are used for one patien...
	(a) Reprocessed single-use devices that are otherwise eligible for pass- through payment will be ...
	(b) It is expected that hospital charges on claims submitted for pass- through payment for reproc...

	(5) They are not equipment, instruments, apparatuses, implements, or such items for which depreci...
	(6) They are not materials and supplies such as sutures, clips, or customized surgical kits furni...
	(7) They are not material such as biologicals or synthetics that may be used to replace human skin.
	(8) No existing or previously existing device category is appropriate for the device.
	(9) The associated cost is not insignificant in relation to the APC payment for the service in wh...

	d. Duration of Transitional Pass-Through Payments.
	(1) The duration of transitional pass-through payments for devices is for at least 2, but not mor...
	(2) The costs of devices no longer eligible for pass-through payments will be packaged into the c...

	e. General Coding and Billing Instructions and Explanations.
	(1) Devices Implanted, Removed, and Implanted Again, Not Associated With Failure (Applies to Tran...
	(a) In instances where the physician is required to implant another device because the first devi...
	(b) It is realized that there may be instances where an implant is tried but later removed due to...

	(2) Kits - Manufacturers frequently package a number of individual items used in a particular pro...
	(3) Multiple units - Hospitals must bill for multiple units of items that qualify for transitiona...
	(4) Reprocessed devices - Hospitals may bill for transitional pass-through payments only for thos...

	f. Calculation of Transitional Pass-Through Payment for a Pass-Through Device.
	(1) Device pass-through payment is calculated by applying the hospital’s cost-to-charge ratio to ...
	(2) The following are two examples of the device pass-through calculations, one incorporating a d...
	(3) The offset adjustment is applied only when a pass-through device is billed in addition to the...



	C. Drugs, Biologicals, and Radiopharmaceuticals Without Pass-Through Status.
	1. Radiopharmaceuticals, drugs, and biologicals which do not have pass-through status, are paid i...
	a. Packaged payment, or
	b. Separate payment (individual APCs), or
	c. Allowable charge.

	2. The cost of drugs and radiopharmaceuticals are generally packaged into the APC payment rate fo...
	a. Hospitals do not receive separate payment for packaged items and supplies; and
	b. Hospitals may not bill beneficiaries separately for any such packaged items and supplies whose...

	3. Although diagnostic and therapeutic radiopharmaceutical agents are not classified as drugs or ...

	D. Criteria for Packaging Payment for Drugs, Biologicals and Radiopharmaceuticals
	1. Generally, the cost of drugs and radiopharmaceuticals are packaged into the APC payment rate f...
	2. Payments for drugs and radiopharmaceuticals are packaged into the APCs with which they are bil...
	3. An exception to the packaging rule is being made for injectable oral forms of antiemetics.
	4. Payment for Drugs, Biologicals, and Radiopharmaceuticals Without Pass- Through Status That Are...
	a. “Specified Covered Outpatient Drugs” Classification
	(1) Special classification (i.e., “specified covered outpatient drug”) is required for certain se...
	(2) A “specified covered outpatient drug” is a covered outpatient drug for which a separate APC e...
	(3) The following drugs and biologicals are designated exceptions to the “specified covered outpa...
	(a) A drug or biological for which payment was first made on or after January 1, 2003, under the ...
	(b) A drug or biological for which a temporary HCPC code has been assigned.
	(c) Orphan drugs.


	b. Payment Limitations.
	(1) Sole-source Drugs.
	(2) Innovator Multiple Source Drugs.
	(3) Noninnovator Multiple Source Drugs.

	c. Designated Status Indicator.

	5. Payment for New Drugs and Biologicals With HCPCS Codes and Without Pass- Through Application a...
	a. New drugs and biologicals that have assigned HCPCS codes, but that do not have a reference AWP...
	b. These new drugs and biologicals will be treated the same irrespective of whether pass-through ...

	6. Drugs and Biologicals Not Eligible for Pass-Through Status and Receiving Separate Nonpass-Thro...
	a. Payment will be based on median costs derived from CY 2003 claims data for drugs and biologica...
	(1) Separately paid since implementation of the OPPS under Medicare (August 1, 2000), but were no...
	(2) Historically packaged with the procedures with which they were billed, even though their medi...

	b. Payment based on median costs should be adequate for hospitals since these products are genera...

	7. Payment for New Drugs, Biologicals and Radiopharmaceuticals Before HCPCS Codes Are Assigned.
	a. The following payment methodology will enable hospitals to begin billing for drugs and biologi...
	(1) Hospitals should be instructed to bill for a drug or biological that is newly approved by the...
	(2) The new drug, biological and/or radiopharmaceutical will be priced at 95 percent of its AWP u...

	b. Hospitals will discontinue billing C9399 and the NDC upon implementation of a HCPCS code, stat...


	E. Drug Administration Coding and Payment.
	1. The following HCPCS Level I drug administration codes will be assigned to their respective APC...
	Figure 13-3-6 Crosswalk From HCPCS Level I1 Codes For Drug Administration To Drug Administration ...
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	2. Packaged HCPCS Level I codes for drug administration should continue to be billed for CY 2005 ...
	3. Modifier 59 may be used with codes in APCs 0116, 0117, and 0120 to signify additional encounte...
	4. The status indicator of “T” will be retained for HCPCS Level I code 90780 (IV infusion therapy...
	a. The code will be reduced by 50 percent if it is the lower priced service on the same claim wit...
	b. This reduction will occur when there is a separate procedure performed on the same day as the ...
	c. If the infusion is performed by itself or with a visit, or with a service with status code “S”...

	5. HCPCS Level I codes 90782-90788 each represent an injection and as such, one unit of the code ...
	6. Drugs for which the median cost per day is greater than $50 are paid separately and are not pa...
	F. Coding and Payment Policies for Drugs and Supplies.
	1. Drug Coding.
	a. Hospitals are not required to report every drug with a HCPCS that is administered to a patient.
	b. However, in order to receive payment for a drug for which separate payment is provided, hospit...
	c. Drugs for which separate payment is allowed are designated by status indicator “K”.
	d. Coding instructions for Packaged Drugs.
	(1) Hospitals should continue to bill for packaged drugs, which are assigned status indicator “N”...
	(2) Hospitals are not required to use HCPCS codes when billing for packaged drugs, unless revenue...
	(3) Although hospitals are not required to report HCPCS codes for packaged drugs, it is essential...
	(4) Reporting charges of packaged drugs is critical because packaged drug costs are used for calc...


	2. Payment for the Unused Portion of a Drug.
	a. Once a drug is reconstituted in the hospital’s pharmacy, it may have a limited shelf life. Sin...
	b. In the event that a drug is ordered and reconstituted by the hospital’s pharmacy, but not admi...


	Example 1: Drug X is available only in a 100-unit size. A hospital schedules three patients to re...
	Example 2: An appropriate hospital staff member must administer 30 units of drug X to a patient, ...
	c. Coding for Supplies.
	(1) Supplies that are an integral component of a procedure or treatment are not reported with a H...
	(2) Charges for such supplies are typically reflected either in the charges on the line for the H...
	(3) Hospitals should report drugs that are treated as supplies because they are an integral part ...

	G. Orphan Drugs.
	1. Continue to use the following criteria for identifying single indication orphan drugs that are...
	a. The drug is designated as an orphan drug by the FDA and approved by the FDA for treatment of o...
	b. The current United States Pharmacopoeia Drug Information (USPDI) shows that the drug has neith...

	2. Twelve single indication orphan drugs have currently been identified as having met these crite...
	3. Payment Methodology.
	a. Pay all 12 single indication orphan drugs at the rate of 88 percent of AWP or 106 of the ASP, ...
	b. However, for drugs where 106 percent of ASP would exceed 95 percent of AWP, payment would be c...


	H. Vaccines.
	I. Payment Policy for Radiopharmaceuticals.
	1. The threshold for the establishment of separate APCs for radiopharmaceuticals is $50.
	2. A radiopharmaceutical that is covered and furnished as part of covered outpatient department s...
	3. Radiopharmaceuticals will be excluded from receiving outlier payments.
	4. Applications will be accepted for pass-through status; however, in the event the manufacturer ...

	J. Blood and Blood Products.
	1. Since the OPPS was first implemented, separate payment has been made for blood and blood produ...
	2. Administrative costs for the processing and storage specific to the transfused blood product a...
	3. Payment for the collection, processing, and storage of autologous blood, as described by HCPCS...
	4. Payment rates for blood and blood products will be determined based on median costs. Refer to ...
	Figure 13-3-7 Assignment of Blood and Blood Product Codes�
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	K. Policies Affecting Payment of New Technology Services.
	1. A process was developed that recognizes new technologies that do not otherwise meet the defini...
	2. Special APC groups were created to accommodate payment for new technology services. In contras...
	3. The status indicator “K” is used to denote the APCs for drugs, biologicals and pharmaceuticals...
	4. New items and services will be assigned to these new technology APCs when it is determined tha...
	5. As in the case of items qualifying for the transitional pass-through payment, placement in a n...
	6. If a new technology service cannot be moved to an existing APC because it is dissimilar clinic...
	7. Movement from a new technology APC to a clinically-related APC will occur as part of the annua...
	8. The new technology APC groups have established payment rates for the APC groups based on the m...
	9. There are two parallel series of technology APCs covering a range of costs from less than $50 ...
	a. The two parallel sets of technology APCs are used to distinguish between those new technology ...
	b. Each set of technology APC groups have identical group titles and payment rates, but a differe...
	c. The new series of APC numbers allow for the narrowing of the cost bands and flexibility in cre...
	(1) From $0 to $100 in increments of $50.
	(2) From $100 through $2,000 in intervals of $100.
	(3) From $2,000 through $6,000 in intervals of $500.


	10. Beneficiary cost-sharing/copayment amounts for items and services in the new technology APC g...
	11. Process and Criteria for Assignment to a New Technology APC Group.
	a. Services Paid Under New Technology APCs.
	(1) Limit eligibility for placement in new technology APCs to complete services and procedures.
	(2) Items, material, supplies, apparatuses, instruments, implements, or equipment that are used t...
	(3) A service that qualifies for a new technology APC may be a complete, stand-alone service (for...
	(a) In the latter case, the new technology procedure, even though billed in combination with othe...
	(b) Drugs, supplies, devices, and equipment in and of themselves are not distinct procedures with...

	(4) Unbundled components that are integral to a service or procedure (for example, preparing a pa...

	b. Criteria for determining whether a service will be assigned to a new technology APC.
	(1) The most important criterion in determining whether a technology is “truly new” and appropria...
	(2) The service is one that could not have been adequately represented in the claims data being u...
	(3) The service does not qualify for an additional payment under the transitional pass-through pr...
	(4) The service cannot reasonably be placed in an existing APC group that is appropriate in terms...
	(5) The service falls within the scope of TRICARE benefits.
	(6) The service is determined to be reasonable and necessary.



	L. OPPS PRICER.
	1. Common PRICER software will be developed using the following data sources:
	a. National APC amounts
	b. Payment status by HCPCS code
	c. Outpatient provider file
	d. DRG wage indexes
	e. Multiple surgical procedure discounts
	f. Hospital specific cost-to-charge ratios

	2. The following data elements will be extracted and forwarded to the outpatient PRICER for line ...
	a. Provider specific file data;
	b. Units;
	c. HCPCS/Modifiers;
	d. APC;
	e. Status payment indicator;
	f. Line item date of service;
	g. Primary diagnosis code; and
	h. Other necessary OCE output.

	3. The outpatient PRICER will return the line item APC pricing and outlier information used in fi...

	M. TRICARE Specific Procedures/Services.
	1. TRICARE specific APCs have already been assigned for half-day partial hospitalization programs...
	2. Other procedures that are normally covered under TRICARE but not under Medicare will be assign...

	N. Medical Education Costs.
	1. TRICARE will allow additional payments for certain medical education costs that are not paid u...
	a. Medical education costs must be allowed under the Medicare hospital OPPS in order to be consid...
	b. The outpatient educational costs will be separately invoiced on an annual basis as part of the...
	c. Hospitals with outpatient department medical education costs will include appropriate lines fr...
	d. The product of the above ratio will equal the portion that TRICARE will pay.

	2. The hospital’s reimbursement requests will be sent on a voucher to the TMA Finance Office for ...
	- END -
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	I. APPLICABILITY
	II. ISSUE
	III. POLICY
	A. Bill types subject to OPPS.
	B. Reporting Requirements.
	1. Providers paid under OPPS should not include dates of service prior to _______________________...
	2. The system must edit to ensure that a hospital claim does not contain dates of service that sp...
	3. Hospitals should make every effort to report all services performed on the same day on the sam...

	C. Procedures for Submitting Late Charges.
	1. Hospitals may not submit a late charge bill (frequency 5 in the third position of the bill typ...
	2. They must submit an adjustment bill for any services required to be billed with HCPCS codes, u...
	3. The submission of an adjustment bill, instead of a late charge bill, will ensure proper duplic...

	D. Proper Reporting of Condition Code G0 (Zero).
	1. Hospitals should report Condition Code G0 on FLs 24-30 when multiple medical visits occurred o...
	2. Multiple medical visits on the same day in the same revenue center may be submitted on separat...
	3. Claims with condition code G0 should not be automatically rejected as a duplicate claim.
	4. Proper reporting of Condition Code G0 allows for proper payment under OPPS in this situation. ...
	5. The following figure describes actions the OCE will take when multiple medical visits occur on...
	Figure 13-4-1 Actions Taken When Multiple Medical Visits Occur On The Same Day�


	E. Clinical Diagnostic Laboratory Services Furnished to Outpatients.
	1. Payment for clinical diagnostic laboratory services will not be paid under OPPS.
	2. Payment for these services will be made under the CHAMPUS Maximum Allowable Charge (CMAC) System.
	3. Hospitals should report HCPCS codes for clinical diagnostic laboratory services.

	F. OPPS Modifiers.
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	II. ISSUE
	III. POLICY
	A. The methodology of review for outpatient claims does not change under the OPPS.
	B. The goal of medical review is to identify inappropriate billing and to ensure that payment is ...
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